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INTRODUCTION]

This Protocol Guidebook was written to serve as an outline of the
protocols written and approved by the Emergency Medical Services Advisory
Council (EMSAC). These protocols are based on a set of templates written by
the Ohio Regional Physician Advisory Board and have been modified to best fit
the needs of the providers in our area. The scope of these protocols is wide, but
it is understood that not every prehospital situation will be covered completely by
these protocols. It is for this reason, among others, that on-line Medical Control
has been made available at all times in the Emergency Departments at both
Good Samaritan Medical Center and Bethesda Hospital. It is strongly
encouraged that all prehospital providers make use of this resource whenever
any questions, problems, or unusual situations arise in the course of patient care.

These protocols were written for the daily use of EMS services operating under
EMSAC Medical Control. We encourage other services to function under these
protocols, but only with the approval of their individual Medical Director (s). We
are thankful for your support of EMSAC and your tireless efforts to provide quality
prehospital emergency medical care to the residents of this region.

Date: [/ [/

Dr. Charles Feicht, DO.
EMSAC Medical Director.
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ABDOMINAL PAIN

IGENERAL CONSIDERATIONS]|

It is important to remember that abdominal pain can be caused by a large
number of different disease processes, some of which represent serious
problems and some of which do not. The organ systems that may be involved in
abdominal pain include esophagus, stomach, intestines, liver, pancreas, spleen,
kidneys, genital organs, bladder, as well as referred pain that can involve the
heart, lungs, or pleura. Abdominal pain may also be caused by musculoskeletal
problems.

There are a number of problems that present with abdominal pain that are
immediately life-threatening or may progress to become life-threatening, such as:
Myocardial infarction

Perforated stomach, gall bladder, or bowel

Gastrointestinal bleeding from an ulcer

Pancreatitis

Appendicitis

Diabetic ketoacidosis

Ruptured esophagus

Dissecting or ruptured abdominal aortic aneurysm

Toxic ingestions

Ectopic pregnancy

Ischemic bowel

ASTIOMMOOW>

Morbidity and mortality from acute abdominal emergencies can result from
blood/fluid loss, infection, and/or severe electrolyte abnormalities.

Myocardial infarction (particularly inferior wall infarctions) can present as
abdominal pain, particularly in diabetic and elderly patients.

The use of prehospital analgesic medications is frowned upon, except in severe
cases, due to the diagnostic difficulties that masking the pain can present in the
ED.

EMT-B
A. Secure airway

1. administer oxygen as needed
2. apply pulse oximeter



B.Evaluate patientds general appearance, re
determine the following:

Onset Allergies

Provokes Medication

Quality Past medical history (especially recent
Radiates surgery, any abnormal ingestion,
Severity previous trauma, related conditions)
Time Last meal

Interventions Events leading to present illness

C. Assess additional associated signs and symptoms:

nausea/vomiting (blood or coffee grounds)
constipation/diarrhea (black, tarry, or bloody bowel movements)
problems with urination

menstrual abnormality

fever

tenderness, rigidity, bowel sounds

associated cardiac symptoms (dyspnea, diaphoresis)

Noahl~wNpE

D. Transport in position of comfort
E. Check blood sugar
F. Give nothing by mouth

G. Apply cardiac monitor and run strip for interpretation by qualified
personnel.

EMT-I
A. Initiate normal saline 1V. If blood pressure is normal, run at a keep open
rate. If the patient is hypotensive, run the IV wide open to maintain
perfusion
EMT-P
A. Administer Phenergan 12.5 mg IV or 25 mg IM.

B. Another option would be to administer Zofran (Ondansertron) 4mg SLOW
IVP, or deep IM, as needed for nausea/vomiting.

1C



IMEDICAL CONTROL (EMT-I or EMT-P)|

A. If the patient is in severe pain, contact Medical Control to request
morphine sulfate 2-4 mg IV or IM, or Nubain 10 mg IV or IM (most
physicians prefer not to give these in the prehospital setting for abdominal
pain)
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ACUTE STROKE

IGENERAL CONSIDERATIONS]|

A. Patients who experience transient ischemic attack (TIA) develop most
of the same signs and symptoms as those who are experiencing a
stroke. These signs and symptoms of TIAs can last from minutes up to
one day. Thus the patient may initially present with typical signs and
symptoms of a stroke, but findings may progressively resolve. The
patient needs to be transported, without delay, to the most appropriate
hospital for further evaluation.

B. Some patients who have had a stroke may be unable to communicate
but can understand what is being said around them.

C. Pl ace t he p a toiparalyzeal sxtremityfircacsecaraland safe
position during patient movement and transport.

D. Hypertension in stroke patients should not routinely be treated in the
prehospital setting. Any treatment of hypertension must be an ON-
LINE issue. Nitroglycerin should not be used unless chest pain or
signs of acute pulmonary edema are present or Medical Control
requests its use.

E. New therapies for stroke are now available. However, successful use
is only possible during a short time window after the start of
symptoms. The exact time of onset of symptoms must always be
obtained, documented, and relayed to the receiving facility. The
patient must arrive in the ED within 2 hours of the onset of

symptoms.
F. In patients whose symptoms were present upon awakening, their
symptom onset is estimated from the | as

neurological status was known to be normal, or the time just prior to
going to sleep
G. A simple method of physical exam for the stroke patient is:
1. Ask the patient to scay f@Athe sky
2. Ask the patient to smile or show their teeth
3. Ask the patient to hold their arms straight out in front
with palms up, then have he patient close their eyes
and watch for palmar drift
a. If only one palm turns down, the test is positive
b. If both palms drift downward, the results are
unclear
H. Assessment should also include GCS. Patients with scores of 8 or
less have poor prognosis and need ALS as soon as possible.

A. Open and manage the airway and provide oxygen by nasal cannula at
2-4 Ipm and increase as needed

12



B. Apply pulse oximeter
C. Apply monitor and run strip for interpretation by qualified personnel

D. Be prepared to hyperventilate and/or assist ventilation with oral or
nasal airway or BVM

E. Eval uate patientds general apgnearance,
and determine:

Onset Allergies
Provokes Medications Blood Thinners
Quality Past Medical History
Radiates Especially cardiac, stroke,
bleeding problems, recent surgery
Severity
Time Last meal
Interventions Events
F. Determine blood sugar level - Follow Diabetic Emergency protocol, if
indicated
G. If unable to check blood sugar, with signs of stroke, establish

communications with Medical Control and advise of patient condition

H. Transport IMMEDIATELY

EMT-I
A. Assist EMT; obtain patient condition and circumstance
B. Start IV normal saline TKO while enroute to hospital
C. Determine blood sugar level i Follow Diabetic Emergency protocol, if
indicated
DO NOT DELAY TRANSPORT
IPARAMEDIC]
A. Assume charge of situation and confer with EMTs about condition of
patient and situation
B. If patient does not have a secure, protected airway, intubate per

Endotracheal Intubation procedure

C. Apply monitor and check rhythm

13



Establish IV normal saline TKO

Determine blood sugar level i Follow Diabetic Emergency protocol, if
indicated

Re-evaluate patient condition, contact Medical Control, and transport
to hospital

14



ALTERED LEVEL OF CONSCIOUSNESS

EMT-B

A. Secure airway and consider cervical spine injury
1. administer 100% oxygen by nonrebreather mask
2. immobilize cervical spine, if necessary
3. apply pulse oximeter
4. be prepared to assist ventilations with oral/nasal airway and/or

BVM
B. Evaluate patientds general appearance,
determine the following:
Onset Allergies
Provokes Medication
Quality Past medical history (especially recent
Radiates surgery, any abnormal ingestion,
Severity previous trauma, related conditions)
Time Last meal
Interventions Events leading to present illness

Assess the unresponsive patient using the Glasgow Coma Scale.
Patients with scores of 8 or less have a poorer prognosis and need ALS
as soon as possible.
In possible stroke patients who are alert and cooperative, assessments of
language, motor responses, and sensation should be completed to
establish baselines for future changes.

C. Check blood sugar

D. Administer 159 oral glucose to conscious and alert patients with a blood
sugar less than 70

E. Transport IMMEDIATELY

F. Apply cardiac monitor and run strip for interpretation by qualified
personnel

EMT-I|
A. Assist EMT-B, obtain patient condition and circumstance

B. Start IV normal saline TKO (provide 500 cc fluid bolus if signs of
hypoperfusion are present)

15



C.

D.

Check blood sugar
1. if blood sugar is less than 70, administer 1 amp Dso IV, or 1mg
Glucagon IM or MAD (mucosal atomization device).
2. if blood sugar is greater than 400, administer 500 cc fluid bolus
3. if unable to check blood sugar and LOC is decreased, administer 1
amp Dso IV

If respirations are impaired or there is a suspicion of narcotic overdose
and the patient does not respond to dextrose or fluid bolus, administer
Narcan 2 mg slow IVP or MAD; if the patient then improves but is not fully
awake, the dose may be repeated as needed

Re-evaluate patient condition, contact Medical Control, and transport to
hospital

IPARAMEDIC]

A.

Assist EMT-B and EMT-I, assume charge of situation, and obtain patient
condition and circumstance

If the patient does not have a gag reflex or if oxygenation is inadequate
with BLS measures, intubate per Endotracheal Intubation procedure
(intubation should only be done if all other methods of
ventilation/oxygenation have failed)

. Apply monitor and assess cardiac rhythm

Start IV normal saline TKO (provide 500 cc fluid bolus if signs of
hypoperfusion are present)

If signs of CVA are present, notify receiving hospital so that preparations
can be made

Check blood sugar
1. if blood sugar is less than 70, administer 1 amp Dso IV, or 1mg
Glucagon IM or MAD (mucosal atomization device).
2. if blood sugar is greater than 400, administer 500 cc fluid bolus
3. if unable to check blood sugar and LOC is decreased, administer 1
amp Dso IV.

. If respirations are impaired or there is a suspicion of narcotic overdose

and the patient does not respond to dextrose or fluid bolus, administer
Narcan 2 mg slow IVP or MAD. If the patient then improves but is not fully
awake, the dose may be repeated as needed

16



H. Re-evaluate patient condition, contact Medical Control, and transport to
hospital

17



ANAPHYLAXIS

EMT-B
A. Provide 100% supplemental oxygen
B. Insert oral or nasal airway as needed
C. Assess patient history, medications, allergies, if possible
D. Determine if patient has had Epi-pen prescribed for them
1. Administer medication in mid-thigh and hold injector firmly against
leg for at least 10 seconds to assure all medication in injected

2. EMT-B may use Epi-pen from Basic Medication bag, if available

E. Apply cardiac monitor and run strip for interpretation by qualified
personnel

F. Transport IMMEDIATELY

EMT-|
A. Assist EMT-Bs; obtain patient condition and circumstance
B. Reassess breath sounds and oxygenation

C. In patients with hypertension, coronary artery disease, or current
pregnancy, contact Medical Control

D. Epinephrine 0.3-0.5 mg (1:1000 solution) by subcutaneous injection
(unless Epi-Pen has already been administered by EMT-B)

E. Contact Medical Control

F. Epinephrine dose may be repeated in 10-15 minutes with Medical Control
approval

G. If wheezing present, administer albuterol 2.5 mg via nebulizer
H. Benadryl 50 mg IV/IM
|. Transport IMMEDIATELY

J. Initiate IV normal saline solution TKO (provide 500 cc fluid bolus if signs of
hypoperfusion)

18



IPARAMEDIC]

A.

Assume charge of situation and confer with EMTs about patient condition
and situation

Reassess patient
Intubate patient if any signs of impending airway compromise

In patients with hypertension, coronary artery disease, or current
pregnancy, contact Medical Control

Epinephrine 0.3-0.5 mg (1:1000 solution) by subcutaneous injection

Initiate IV normal saline solution TKO (provide 500 cc fluid bolus if signs of
hypoperfusion)

. If wheezing present, administer albuterol 2.5 mg via nebulizer

. Benadryl 50 mg IV/IM

Contact Medical Control

If no improvement and patient is hypotensive, administer epinephrine 0.5
mg slow IVP (1:10,000 solution) with Medical Control approval

Transport IMMEDIATELY

19



ARRHYTHMIAS

EMT-B

A. Open and manage the airway and provide 100% oxygen by NRB mask.
Apply pulse oximeter

B. Make patient comfortable and provide reassurance

C. Evaluate patientds general appearance,
determine the following:
Onset Allergies
Provokes Medication
Quality Past medical history (especially recent
Radiates surgery, any abnormal ingestion,
Severity previous trauma, related conditions)
Time Last meal
Interventions Events leading to present illness

D. If the patient is experiencing an unusual and/or irregular heart rate or
pulse, the cardiac monitor may be applied, if available, and a strip run for
evaluation by qualified personnel. This should only be done during
transport and you must advise the patient that you do not have the ability
to interpret the tracing

E. Establish communication with Medical Control and advise of patient
condition. Transport IMMEDIATELY

EMT-I|

A. Start IV normal saline TKO (provide 500 cc fluid bolus if signs of
hypoperfusion are present and no signs of pulmonary edema are present)

IPARAMEDIC]

A. Assume charge of situation and confer with EMTs about condition of
patient and situation.

B. Apply cardiac monitor and determine identity of arrhythmia

C. Start IV normal saline TKO (provide 500 cc fluid bolus if signs of
hypoperfusion are present and no signs of pulmonary edema are present)

D. Treat arrhythmia as follows:
1. Bradycardia, second and third degree heart blocks
a. good perfusion i transport
b. poor perfusion:

20



1. atropine 0.5-1.0 mg IV push, repeat 1.0 mg IV push
every 5 minutes up to 3 mg total dose or until heart
rate is greater than 60 and systolic BP is greater than
90

2. external pacemaker set at 80 beats per minute with
output at 20 milliamps, increasing by 20 milliamps
until mechanical capture is obtained

3. contact Medical Control

4. if still poor perfusion and approved by Medical
Control, start dopamine drip (400 mg dopamine in 500
cc DsW or NS to yield a solution of 800 ug/cc) and
titrate the infusion until heart rate is above 60 and
systolic BP is above 90

2. Atrial flutter/fibrillation with rapid ventricular rate
a. good perfusion 1 transport
b. poor perfusion with systolic BP less than 90 and ventricular
rate greater than 150:

1. attempt to determine the time of onset of the
symptoms

2. ifless than 72 hours:

consider sedation (Versed 2-4 mg V)
cardiovert 100 joules (100 joules biphasic)
cardiovert 200 joules (120 joules biphasic)
cardiovert 300 joules (150 joules biphasic)
cardiovert 360 joules (170 joules biphasic)
transport IMMEDIATELY
contact Medical Control for assistance
consider Verapamil 10 mg IV
f greater than 72 hours or unknown:
a. transport IMMEDIATELY
b. contact Medical Control for assistance
3. Supraventricular tachycardia
a. patients who are alert and oriented with normal blood
pressure and ventricular rate less than 150
1. transport
b. patients with ventricular heart rate greater than 150 beats
per minute along with blood pressure greater than 70,
chest pain, and/or shortness of breath

1. administer adenosine 6 mg rapid 1V bolus followed
IMMEDIATELY with a 20 cc saline bolus

2. if no conversion, repeat adenosine with 12 mg rapid
IV bolus followed IMMEDIATELY with a 20 cc saline
bolus

3. if no conversion, repeat adenosine with 12 mg rapid
IV bolus followed IMMEDIATELY with a 20 cc saline
bolus

S@-oaooTy
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a.
b.
C.
d.

e.

4. if no response to adenosine, attempt synchronized
cardioversion:

a.
b.

"o a0

consider sedation (Versed 2-4 mg V)
cardiovert 50 joules (use same setting for
biphasic)

cardiovert 100 joules (100 joules biphasic)
cardiovert 200 joules (120 joules biphasic)
cardiovert 300 joules (150 joules biphasic)
cardiovert 360 joules (170 joules biphasic)

5. transport IMMEDIATELY
6. consider Verapamil 10 mg IV (contact Medical
Control)
c. patients with blood pressure less than 70 or decreased
level of consciousness
1. synchronized cardioversion

a.
b.

"o an

consider sedation (Versed 2-4 mg V)
cardiovert 50 joules (use same setting for
biphasic)

cardiovert 100 joules (70 joules biphasic)
cardiovert 200 joules (120 joules biphasic)
cardiovert 300 joules (150 joules biphasic)
cardiovert 360 joules (170 joules biphasic)

2. transport IMMEDIATELY
4. Frequent PVCs with symptoms (chest pain, shortness of breath,
palpitations, hypotension, dizziness)

treat underlying causes (i.e. hypoxia, hypoperfusion,
cardiac chest pain)
contact Medical Control
lidocaine 75-100 mg IV (if approved by Medical Control)
may repeat lidocaine dose once in 8-10 minutes (if
approved by Medical Control)
if lidocaine is effective, initiate lidocaine drip 2-4 mg/min (if
approved by Medical Control)
5. Ventricular tachycardia

a. patients with minimal symptoms and normal blood

pressure

1. amiodarone 150 mg IV over 10 minutes

2. if no effect after 10 minutes, lidocaine 75-100 mg IV
bolus (may repeat every 5 minutes to a maximum
total dose of 300 mg)

3. if lidocaine bolus is effective, start lidocaine drip at 2-4
mg/min

4. if still no effect, attempt synchronized cardioversion:

a.
b. cardiovert 100 joules (70 joules biphasic)
c. cardiovert 200 joules (120 joules biphasic)
d.

e. cardiovert 360 joules (170 joules biphasic)

consider sedation (Versed 2-4 mg V)

cardiovert 300 joules (150 joules biphasic)
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5. transport IMMEDIATELY
b. patients with significant symptoms, hypotension, and/or
decreased level of consciousness
1. synchronized cardioversion:
a. consider sedation (Versed 2-4 mg V)
b. cardiovert 100 joules (70 joules biphasic)
c. cardiovert 200 joules (120 joules biphasic)
d. cardiovert 300 joules (150 joules biphasic)
e. cardiovert 360 joules (170 joules biphasic)
amiodarone 150 mg IV over 10 minutes
if no effect after 10 minutes, lidocaine 75-100 mg IV
bolus (may repeat every 5 minutes to a maximum
total dose of 300 mg)
4. if lidocaine bolus is effective, start lidocaine drip at 2-4
mg/min
5. repeat synchronized cardioversion, if necessary
a. cardiovert 100 joules (70 joules biphasic)
b. cardiovert 200 joules (120 joules biphasic)
c. cardiovert 300 joules (150 joules biphasic)
d. cardiovert 360 joules (170 joules biphasic)
6. transport IMMEDIATELY
c. patients without a pulse
1. treat as ventricular fibrillation (see Cardiac Arrest
protocol)

W
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BURNS

IGENERAL INSTRUCTIONS|

A.

B.

The first priority is to assure scene safety and then remove the patient
from heat, flame, electrical, or chemical exposure

Airway, breathing, and circulation must be stabilized before attending to
the burn

. Patients with extensive burns must be monitored for hypothermia. Avoid

use of ice or cold compresses. When in doubt, always cover with dry,
sterile dressings
In the acute setting, patients with critical burns die from hypovolemia and
shock. When possible, fluid replacement therapy should be instituted as
quickly as possible
In caring for the burn, the EMT should:

1. stop the burning

2. reduce the pain

3. prevent contamination
When dealing with contaminated environments, EMTs must have
appropriate protective clothing. The scene is not safe to enter until this
equipment is available. Contact the appropriate HazMat service for
assistance

. Gross decontamination must be done at the scene. Advise receiving

facility if complete decontamination was not done at the scene and be
prepared to transport to decontamination area

EMT-B

A.

B.

Open/manage airway and provide 100% oxygen via NRB mask or BVM

Determine type of burn and treat as follows:
1. Thermal
a. Stop burning process (remove patient from heat source,
cool skin, remove clothing)
b. If patient starts to shiver or skin is cool, stop cooling
process
c. Estimate extent (% of body surface area) and depth of burn
(see chart)
d. Contact Medical Control and transport to hospital
e. Cover burn areas with dry, sterile dressing
2. Radiation
a. Treat as thermal burns except when burn is contaminated
with radioactive source, then treat as chemical burn
b. Wear appropriate protective clothing when dealing with
contamination
c. Contact HazMat team for assistance in contamination
cases

24



3. Chemical
a. EMTs must wear appropriate clothing and respirators
b. Remove patient from contaminated area to
decontamination site (not the ambulance)
c. Determine chemicals involved; contact appropriate agency
for chemical information
d Remove patientds clothing and fl us
e. Leave contaminated clothes at scene; cover patient and
transport to hospital
f. Patient should be transported by personnel not involved in
decontamination process
g. Determine severity of burn (see chart); contact Medical
Control
h. Relay type of substance involved to Medical Control
4. Electrical
a. Shut down electrical source; do not attempt to remove
patient until electricity is CONFIRMED to be shut off
b. Assess for visible entrance and exit wounds and treat as
thermal burns
c. Assess for internal injury (vascular damage, tissue
damage, fractures) and treat accordingly
d. Attempt to determine the voltage of the electrical source
and relay this information to Medical Control
e. Determine severity of burn (see chart); contact Medical
Control and transport to hospital
f. Attach cardiac monitor and run strip for interpretation by
qualified personnel
5. Inhalation
a. Always suspect inhalation burns when the patient has been
found in an enclosed, smoky environment and/or exhibits
any of the following: burns to face/neck, singed nasal
hairs, cough and/or stridor, soot in mouth/nose/sputum,
hoarse voice
b. Provide 100% oxygen, contact Medical Control, and
transport to hospital

EMT-I
A. Assist EMT with airway
B. Assist in determining type of burn and its treatment
C. Initiate IV normal saline infusion (do not delay transport for IV)

D. Contact Medical Control for orders for analgesic medications

25



IPARAMEDIC]

A. Assume charge; confer with EMTs about patient condition and
circumstance

B. Apply cardiac monitor and treat arrhythmia, especially with electrical burns
C. Intubate patient if signs of significant inhalation injury are present

D. Contact Medical Control for orders for analgesic medications

IRULE OF NINES]

Head = 9%
(front & back)

Chest = 18% Back = 18%

"] &

. Head = 18%
front & back
R Arm = 9% L Arm = 9% L { *
II‘hr~=.|: = 18% Back = 18%
i R Arm = 9% L Arm = 9%
Pegineum = 1% / 'H“
£33
1 ‘mf&

Parineum = 1%

-]

/ L Lag = 13.5%

R Leg = 18%

I Adult I Child
1% i s equal to the surface of th

If unsure of percentage, describe the injured area.
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MINOR
1% degree < 70%
2" degree* < 15%
3" degree* <2%

*only if hands, face, feet, or genitals are NOT involved

BURN SEVERITY

MODERATE
1% degree > 70%
2" degree* 15-25%
3" degree* 2-10%

27

CRITICAL
2" degree > 30%
3" degree > 10%
any burn with
trauma
any burns involving
head, face, feet,
genitals



ICARDIAC ARREST

IGENERAL INSTRUCTIONS|

A. CPR should not be interrupted for more than 15 seconds until
spontaneous pulse is established

B. If IV cannot be established, epinephrine, atropine, lidocaine, Narcan, or
vasopressin may be administered through the endotracheal tube

C. When a defibrillator (automated or manual) is immediately available,
electrical countershock should be administered as quickly as possible
after ventricular fibrillation is identified

D. Each IV push medication should be followed by a 20 cc flush

EMT-B

A. If an Automated External Defibrillator (AED) is available:
1. Assess patient for respiratory and cardiac arrest
2. Apply AED and activate device
a. "TNooB8hk Advisedo

V2

V.

Vvi.

CPR as recommended by the American Heart
Association

Ventilate with 100% oxygen by bag-valve-mask
(BVM) or oxygen-powered manually triggered
ventilation device and oral/nasal airway
Ventilation should be delivered for one second.
and cricoid pressure can be considered to help
reduce gastric distention

Intubate patient (per Endotracheal Intubation
procedure) as soon as possible

Establish communications with Medical Control
and advise of cardiac arrest

Transport IMMEDIATELY

b. AShock Advi sedbo

vi.

Deliver one Shock

After the shock -CPR as recommended by the
American Heart Association for two minutes.
Ventilate with 100% oxygen by bag-valve-mask or
oxygen-powered manually triggered ventilation
device and oral/nasal airway

Ventilation should be delivered for one second and
cricoid pressure should be considered to help
reduce gastric distention

Intubate patient (per Endotracheal Intubation
procedure) as soon as possible

Establish communications with Medical Control
and advise of cardiac arrest

28



B.

Vil. After two minutes of CPR - Activate AED to
assess rhythm and deliver one shock, if indicated

viii.  After the one shock-CPR as recommended by the
American Heart Association. Transport patient to
ambulance

IX. TURN AED OFF DURING MOVEMENT OF|
PATIENT]

X. Before transport-Activate AED to assess rhythm

and deliver one shock, if indicated
Xi. Transport IMMEDIATELY

If no AED is available:

1.
2.
3.

4.

Assess patient for respiratory or cardiac arrest

Begin CPR; ventilate with 100% oxygen via BVM

Intubate patient (per Endotracheal Intubation procedure) as soon
as possible

Transport IMMEDIATELY

Assume charge and confer with EMTSs as to patient condition and
circumstances

Allow AED to complete Shock if in progress

. Apply cardiac monitor and check rhythm

If monitor shows Ventricular Fibrillation or pulseless Ventricular
Tachycardia:

arwnE

6.

Defibrillate 360 joules (200 joules biphasic)

CPR for two minutes then check
No Change-Defibrillate 360 joules (200 joules biphasic)

Transport patient to ambulance, continuing CPR

Assess rhythm. If No Change-Defibrillate 360 joules (200 joules
biphasic)

Transport to advanced life support with continued CPR

Check pulse, intubate patient, start IV of saline, contact Medical Control
and advise of patient condition, while continuing CPR
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IPARAMEDIC]

A.

Assume charge and confer with EMTs as to patient condition and
circumstances

. Allow AED to complete Shock if in progress
. Allow EMT-I to complete manual defibrillation in progress

. Apply monitor. If one of the following conditions exist, treat as follows:

1. Ventricular Fibrillation/Pulseless Ventricular Tachycardia:
a. No Change-Defibrillate 360 joules (200 joules biphasic)
b. Check pulse, intubate patient, start IV of saline, and
continue CPR

c. No Change-Administer 1 mg of 1:10,000 epinephrine IV
bolus every 3 to 5 minutes. If given through ET tube, use a
2 mg bolus of 1:1000 diluted with 10 ml of normal saline
(alternative choice is vasopressin 40 u IVP or ET T no
epinephrine needed for 10 minutes)
Continue CPR to circulate drugs
No Change-defibrillate at 360 joules (200 joules biphasic)
No Change-amiodarone 300 mg IV bolus (if available)
No Change-defibrillate at 360 joules (200 joules biphasic)
No Change-lidocaine 75-100 mg IV bolus. Repeat boluses
every five minutes to a maximum of 3 mg/kg. If given
through ET tube, use 3 mg/kg
No Change-defibrillate at 360 joules (200 joules biphasic)
No Change-amiodarone 150 mg IV bolus (if available)
No Change-defibrillate at 360 joules (200 joules biphasic)
Consider sodium bicarbonate 1 mEqg/kg. NOTE: Value of
sodium bicarbonate is questionable during cardiac arrest,
and it is not recommended for the routine cardiac arrest
sequence. Consideration of its use is appropriate with
prolonged resuscitation with return of perfusing rhythm,
hemodialysis patients in cardiac arrest, drowning,
hyperkalemia, or when tricyclic overdose is suspected

. Defibrillate at 360 joules (200 joules biphasic)
No Change-magnesium 2 g IV bolus (if available)
Defibrillate at 360 joules (200 joules biphasic)
No Change-TRANSPORT
Change in Rhythm:
I. Strong pulse
(a). Continue CPR for two minutes
(B). If converted with lidocaine-lidocaine bolus,
50 mg every 20 minutes (3mg/kg max) OR start
lidocaine drip at 2 to 4 mg/min

S@™oQa
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Ii. Hypotension and bradycardia---see Arrhythmia
Protocol
Iil. No pulse-CPR

2. Asystole/Pulseless Electrical Activity (PEA):

a.

b.

Check pulse, intubate patient, start IV of saline, administer
500 cc saline bolus and continue CPR
TREAT CAUSE: consider hypovolemia or hypothermia,
cardiac tamponade, tension pneumothorax, pulmonary
embolism, hypoxemia or acidosis, hypoglycemia

I Administer 1000 mg bolus calcium chloride IVP for

dialysis patients in arrest

EXTERNAL PACING IN WITNESSED ARREST. Set rate
at 100 beats per minute and set amperage at 100
milliamps

. Administer 1 mg 1:10,000 epinephrine IV bolus every 3 to

5 minutes. If given through ET tube, use twice the dose
Administer atropine 1 mg IV bolus every 5 minutes to
maximum of 3 doses. If given through ET tube, use twice
the dose

CPR-circulate drugs

. Sodium bicarbonate 1 mEqg/kg. NOTE: Value of sodium

bicarbonate is questionable during cardiac arrest, and it is
not recommended for the routine cardiac arrest sequence.
Consideration of its use is appropriate with prolonged
resuscitation with return of perfusing rhythm, hemodialysis
patients in cardiac arrest, drowning, hyperkalemia, or when
tricyclic overdose is suspected

. CPR-circulate drugs

No Changed Contact Medical Control for possible
consideration of termination of resuscitation
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ICARDIAC CHEST PAIN

EMT-B
A. Open and manage the airway and provide oxygen by nasal cannula 2-4
Ipm and increase as needed with respiratory distress. Apply pulse
oximeter and treat as indicated

B. Make patient comfortable and provide reassurance

C.Evaluate patientods gener alfcumeptpear ance, r e
condition and determine:

Onset Allergies

Provokes Medications (Viagra)

Quality Past Medical History

Radiates Especially cardiac, stroke,
bleeding problems, recent surgery

Severity

Time Last meal

Interventions Events

D. Assess the patient to determine if pain is cardiac in origin. Patients with
pain of cardiac origin and have the following signs and/or symptoms are
likely candidates for thrombolytic therapy:

Previous myocardial infarction

Age over 30

Systolic pressure less than 180 and diastolic less than 110

Persistent pain for 15 minutes or longer

Lack of stroke, bleeding or CNS problem history

Lack of trauma or surgery in the last two weeks

No pregnancy

= =4 -8 -8 _-4_95_2

If the patient answers yes to the above, notify Medical Control that patient fits
profile.

THIS ASSESSMENT SHOULD BE DONE DURING TRANSPORT

E. If patient is conscious and alert with previous history of angina pain and is
prescribed nitroglycerin by their physician, assist the patient with their own
medication. Assure medication is prescribed for patient and is not out of
date

F. If Basic Medication bag is available and there are no contraindications,
administer 4 baby aspirin orally
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G.Monitor patientédés condition, especially D
repeated in 5 minutes if pain does not subside, BP does not drop below
100 systolic, and there is no change in level of consciousness

H. If patient is experiencing an unusual and/or irregular heart rate or pulse, if
available, the cardiac monitor may be applied and a strip run for
evaluation by qualified personnel. This should only be done during
transport, and you must advise the patient you do not have the ability to
interpret the strip

I. Establish communications with Medical Control and advise of patient
condition. Transport IMMEDIATELY

EMT-I
A. Assist EMTs; obtain patient condition and circumstance

B. Start IV normal saline TKO while enroute to hospital. DO NOT DELAY
TRANSPORT

C. Relieve Pain

1. If patient is conscious and alert, administer 0.4 mg tablet or 2
sprays of nitroglycerin sublingually after establishment of an IV.
Monitor patientés conditiomnueDosage ma
intervals to max of 3 if pain does not subside and SBP is above 100
mm Hg (remember not to give nitroglycerin to a patient taking
Viagra, Levitra, or Cialis)

2. If patient is alert, complaining of severe pain, systolic BP is above
90 mm Hg, and pain is not relieved by nitroglycerin, contact Medical
Control for orders to administer morphine sulfate

i. Morphine dosage: 2 mg slow IVP (may repeat in 10
minutes, if needed)

ii. Do not use morphine on COPD, volume depletion, or
severe respiratory distress

iii. Monitor respiration and blood pressure every 5 minutes

D. Administer 4 baby aspirin orally (have patient chew them before
swallowing)

BE SURE TO CHECK FOR TRUE ASPIRIN ALLERGY vs. GASTRIC UPSET

IPARAMEDIC]

A. Assume charge of situation and confer with EMTs about condition of
patient and situation

B. With chest pain that may be cardiac in origin:
1. Support the airway and provide oxygen
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. Obtain a 12 EKG if available and transmit it to the ER

(stemi@genesishcs.org) or fax 740-455-7786.
. Hypotension with signs of shock and patient is suspected of being
in cardiogenic shock: (BP less than 70-90 mm Hg systolic with poor
perfusion):
a. Establish IV normal saline TKO in a large vein.
b. Administer 250 cc bolus if no sign of pulmonary edema
c. Establish second IV in large major vessel for dopamine
administration, 400 mg dopamine in 500 ml DsW to yield a
solution of 800 mcg/mi;
d. Start infusion at 5 mcg/kg/min (9 gtts/min) and titrated the
infusion until heart rate is 60 or > with improved BP and
LOC

. Relieve Pain

a. If patient is conscious and alert, administer 0.4 mg tablet
or 2 sprays of nitroglycerin sublingually after
establishment of an IV. Monitor patientd s condi ti on.
Dosage may be repeated in 5-minute intervals to max of 3
if pain does not subside and SBP is above 100 mm Hg
(remember not to give nitroglycerin to a patient taking
Viagra, Levitra, or Cialis)

b. If patient is alert, complaining of severe pain, systolic BP
is above 90 mm Hg, and pain is not relieved by
nitroglycerin, administer morphine sulfate

I. Morphine dosage: 2 mg slow IVP (may repeat in 10
minutes, if needed)

ii. Do not use morphine on COPD, volume depletion,
or severe respiratory distress

iii. Monitor respiration and blood pressure every 5
minutes

c. If no relief after steps 1 and 2 contact Medical Control for
permission for nitroglycerin drip (if not available, continue
nitroglycerin SL every 5 minutes)

d. NTG drip 50/250 cc DsW in a glass bottle (200 mcg/cc)
per IV pump. Must use vented IV tubing

i. Start drip at 10 mcg/min (3 mini gtts/min=3 cc/hr)

ii. Titrate the drip as pain persists in 5-10 mcg
increments, maintaining a systolic BP of at least 90
mm/hg

iii. If systolic BP drops below 90 mm Hg, give a fluid
bolus of 250 cc of 0.9% NS and decrease the drip
rate by 10 mcg/min until the systolic BP is greater
than 90 mm Hg
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NTG Table
MCG/MIN ML/HR
10 3
15 4
20 6
25 7
30 9
35 10
40 12
45 13
50 14

Correct cardiac arrhythmia i see Arrhythmia protocol

Transport immediately

Administer 4 baby aspirin orally (have patient chew them before
swallowing)

o gk

BE SURE TO CHECK FOR TRUE ASPIRIN ALLERGY vs GASTRIC UPSET
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ICHILDBIRTH

IGENERAL INSTRUCTIONS|

A.

B.

Unless delivery is imminent, transport to a hospital with obstetrical

capabilities

| mmi nent delivery is when the babyds head
during a contraction (crowning)

A visual inspection of the perineal area should only be done when

contractions are less than 5 minutes apart and/or there is bleeding or fluid

discharge

. The EMT should not place a gloved hand inside the vagina except in the

case of breech delivery with entrapped head or a prolapsed umbilical cord

.During delivery, gentle pressure with a f

should be applied to prevent an explosive delivery
A mother in active labor should be placed on the cot or floor to prevent the
newborn from falling after delivery

. An internal vaginal exam should never be done in the case of late

pregnancy bleeding

EMT-B

A.

Obtain history of patient condition and pregnancy: contraction duration
and interval, due date, number of pregnancies and number of live children,
prenatal care, possible complications, breakage of amniotic fluid

Determine transport or delivery. Transport unless crowning is present
during a contraction; contact Medical Control

. Always try to transport mother to her hospital designated for delivery.

Transport mother lying on left side with head slightly elevated to relieve
pressure on mot her 0 shaby.ePneasure @mwdecauserae at ed by

A

decrease in motherés and babybés heart rat

If delivery is imminent, prepare equipment and follow guidelines for
delivery
1. Equipment: OB Kit, oxygen and BVM, towels and blankets, cot,
large dressings, pediatric airway and IV equipment

. After delivery, transport mother on cot and baby in car seat, if available, or

have parent or EMT hold baby during transport

Keep mother and baby warm. Monitor airway and observe for signs of
shock.

. Obtain APGAR score at one and five minutes
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[EMT-I/PARAMEDIC]|

A. Assist EMT, obtain patient condition and circumstance

B. Start IV normal saline TKO on mother (run wide open if excessive
bleeding is present)

IDELIVERY PROCEDURE|

A. Prepare all equipment as above
B. Position mother on floor or other flat surface (i.e. bed, stretcher)
C. Encourage mother to push with contractions

D. As head is delivering, apply gentle pressure to perineum to prevent
explosive delivery and reduce the incidence of vaginal tears

E. Once the head has delivered, it should rotate to the side

F.Use bulb syringe to suction babyds mouth
perineum

G.Apply gentl e downward traction on the bab
the anterior shoulder

H. Once the anterior shoulder has delivered, the rest of the baby will deliver
rapidly

I. Suction the mouth and nose with bulb syringe

J. Clampcord10-12 c¢cm away from the b-8tnwdés body, a
further. Cut cord between clamps if clean scissors are available

K. Dry and stimulate baby with soft cloths or blankets
L. Obtain APGAR score at one and five minutes

M. If baby exhibits signs of respiratory distress, shock, or lethargy, follow
Newborn Resuscitation protocol
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APGAR SCORE

Score 0 1 2
Heart rate Absent <100 bpm >100 bpm
Respiratory Absent, irregular Slow, crying Good

effort
Muscle tone
Reflex irritability

(nose suction)
Color

Limp Some flexion of
extremities
No response Grimace

Blue, pale Acrocyanosis

Active motion
Cough or sneeze

Completely pink
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DELIVERY COMPLICATIONS

CONTACT MEDICAL CONTROL AS SOON AS ANY COMPLICATION IS
DISCOVERED|

A.Cord Around Babyds Neck:
1. As babybés head passes out the vaginal
Il nitially try to slide cord over babybad
cord in two places and cut between clamps

B. Breech Delivery:
1. Footling breech, which is one or both feet delivered first with knees
flexed
2. Frank breech, which is the buttocks first presentation
a. When the feet or buttocks first become visible, there is
normally time to transport patient to nearest facility
b. If upper thighs or the buttocks have come out of the
vagina, delivery is imminent
c. |l f the childbés body has delivered
caught in the vagina, the EMT must
body and insert two fingers into the vagina along the
i nfant 6s neck atedt Atthis poimtetheavoi n i s | o
fingers should be placed between the chin and the vaginal
canal and then advanced past the mouth and nose
d. After achieving this position a passage for air must be
created by pushing the vaginal can
face. This air passage must be maintained until the infant
is completely delivered

C. Excessive Bleeding Pre-delivery:
1. If bleeding is excessive during this time and delivery is imminent, in
addition to normal delivery procedures, the EMT should follow the
Shock protocol
2. If delivery is not imminent, patient should be transported lying on
her left side and Shock protocol should be followed

D. Excessive Bleeding Post-delivery:
1. If bleeding appears to be excessive, open IV of normal saline and
start second IV
2. If placenta has been delivered, massage uterus and put baby to
mot her s breast
3. Follow hypovolemic shock guidelines
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E. Prolapsed Cord:

1. When the umbilical cord passes through the vagina and is exposed,
the EMT should check cord for a pulse

2. The patient should be transported with hips elevated or in the knee-
chest position and a moist dressing around cord

3. If umbilical cord is seen or felt in the vagina, insert two fingers to
elevate presenting part away from cord and distribute pressure
evenly when occiput presents

4. DO NOT attempt to push the cord back

5. High-flow oxygen and transport IMMEDIATELY

F. Shoulder Dystocia
1. Occurs when the head has delivered and the shoulders appear to
be stuck in the vagina (Turtle sign)
2. Initial maneuver to assist delivery is placing the mother in knee-
chest position (McRobertds maneuver)
3. Firm suprapubic pressure may also help to allow the anterior
shoulder to deliver
4. Once one of the shoulders delivers, the rest of the body will deliver
rapidly
5. Transport IMMEDIATELY

G. Limb Presentation
1. If the presenting part is an arm or an outstretched leg, field delivery
is virtually impossible
2. Encourage the mother NOT to push
3. High-flow oxygen and transport IMMEDIATELY
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DIABETIC EMERGENCIES

Secure and maintain airway. Support with appropriate level of 02

Obtain relevant medical history: OPQRST
1. Has patient eaten today

2. Has patient vomited in the past 12 hours
3. Onset

4. Medication i type and time taken

Determine blood sugar level by glucometer stick

1. Blood sugar less than 70, administer 15 g oral glucose to
conscious and alert patients only

2. Unable to obtain blood sugar, transport and contact Medical Control
for guidance

Establish communications with Medical Control and advise of patient
condition. Transport IMMEDIATELY

Apply monitor and run strip for interpretation by qualified personnel

Assist EMT, obtain patient condition and circumstance

Start IV normal saline TKO, while enroute to hospital (provide 500 cc
fluid bolus if blood sugar is greater than 400)

Determine blood sugar level by glucometer stick

1. Blood sugar less than 70, administer 50 cc Dso IV push immediately
or glucagon 1mg IM/SQ/MAD

2. Blood sugar greater than 400, infuse patient with 500 cc bolus of
normal saline

3. Unable to obtain blood sugar, transport and contact Medical Control
for guidance

If patient has altered level of consciousness, follow Altered LOC
Protocol
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IPARAMEDIC]

A.

Assume charge of situation and confer with EMTs about condition of
patient and situation

Apply monitor and check rhythm
Start IV normal saline TKO

Determine blood sugar level by glucometer stick
1. Blood sugar less than 70, administer 50 cc Dso IV push immediately
or glucagon 1mg IM/SQ/MD.
2. Blood sugar greater than 400, infuse patient with 500 cc bolus of
normal saline

3. Unable to obtain blood sugar, transport and contact Medical Control
for guidance

If patient has altered level of consciousness, follow Altered LOC Protocol
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EYE INJURIES

IGENERAL CONSIDERATIONS]|

TRAUMA

A. Do not allow eye injury to distract you from the basics of trauma care

B. Do not remove any foreign body imbedded in the eye or orbit. Stabilize
any large protruding foreign bodies

C. With blunt trauma to the eye, if time permits, examine the globe briefly for
gross laceration as the lid may be swollen tightly shut later. Scleral
rupture may lie beneath an intact conjunctiva

1. Exert no pressure on the globe when doing the exam or when
covering for transport

2. A light sterile wet dressing may be used to cover the eye for
transportd avoid pressure directly to the eye by covering with a
protective shield (metal patch, drinking cup)

3. Do not delay transport by covering the eye if the patient has other
life-threatening injuries

D. Covering both eyes when only one eye is injured may help to minimize
trauma to the injured eye, but in some cases the patient is too anxious to
tolerate this

E. Transport patient sitting upright unless other injuries prohibit this

CHEMICAL BURNS

A. When possible determine type of chemical involved first. The eye should
be irrigated with copious amounts of water or saline, using IV tubing wide
open for a minimum of 15 minutes. This should be started as soon as
possible. Any delay may result in serious damage to the eye

B. Consider the use of topical ophthalmic anesthetic prior to irrigation.
Always check to determine if the patient has any allergy to anesthetic
agents

C. Always obtain name, and if possible, a sample of the contaminant; ask
that sample be brought to the hospital as soon as possible if not available
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CONTACT LENSES

A.

B.

If possible, contact lenses should be removed from the eye; be sure to
transport lenses to the hospital with patient. If the lenses cannot be
removed, notify the ED personnel as soon as possible

If the patient is conscious and alert, it is much safer and easier to have the
patient remove his lenses

ACUTE, UNILATERAL VISION LOSS

A. If patient suddenly has painless vision loss in one eye, must consider
central retinal artery occlusion. Emergent transport and treatment is
necessary

B. Transport patient in supine position

[EMT-B/EMT-|

A. Keep patient calm and lying flat, unless otherwise indicated

B. Obtain history of injury: Type, Where, When, How

C. Establish communication with Medical Control and advise of patient
condition. Transport immediately

IPARAMEDIC]

A. Assume charge of situation and confer with EMTs about condition of
patient and situation

B. In cases where eyes may need irrigation, administer two (2) drops of

topical ophthalmic anesthetic (i.e. tetracaine) to eyes
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IGASTROINTESTINAL BLEEDING

Gastrointestinal bleeding can be caused by a number of different
pathologic processes. It is typically divided into upper and lower Gl bleeding.
Upper Gl bleeding is characterized either by bloody emesis (either bright red or
coffee grounds) or by melena (black, tarry stools). This can be very mild or can
be quite severe. Lower Gl bleeding is usually less severe and is characterized
by bright red rectal bleeding.

Common causes of upper Gl bleeding include peptic ulcer disease,
gastritis, and esophageal varices, among others. Common causes of lower Gl
bleeding include hemorrhoids, colon carcinoma, diverticulitis, ulcerative colitis,
and rectal fissure, among others. Proper field treatment involves recognition of
severe bleeding and possible impending hypovolemic shock.

EMT-B

A. Secure airway
1. administer oxygen as needed
2. apply pulse oximeter

B.Evaluate patientdés general appearance, re
determine the following:
Onset Allergies
Provokes Medication
Quality Past medical history (especially recent
Radiates surgery, any abnormal ingestion,
Severity previous trauma, related conditions)
Time Last meal
Interventions Events leading to present illness

C. Transport in position of comfort
D. Give nothing by mouth

E. Apply cardiac monitor and run strip for interpretation by qualified
personnel

EMT-I
A. Initiate two normal saline IVs. If blood pressure is normal, run at a keep

open rate. If the patient is hypotensive, run the IV wide open to maintain
perfusion
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EMT-P
A. Administer Phenergan 12.5 mg IV or 25 mg IM.

B. Another option would be to administer Zofran (Ondansertron) 4mg SLOW
IVP, or deep IM, as needed for nausea/vomiting.

IMEDICAL CONTROL|

A. If severe upper Gl bleeding, contact Medical Control to see if the physician
wishes to administer a vasopressin infusion. If so, mix 40 units of
vasopressin in 500 cc normal saline. Run at approximately 150 cc/hr
(approx. 0.2 units/minute). Can be titrated upward per Medical Control
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HEAT EXPOSURE

IGENERAL CONSIDERATIONS]|

A. Recognize that the very old, very young, and patients with a history of
spinal injury are most likely to suffer heat-related illnesses. Other
contributory factors may include heart medications, diuretics, cold
medications and/or psychiatric medications

B. Heat exposure can occur either due to increased environmental
temperatures or prolonged exercise or a combination of both.
Environments with temperatures above 90 degrees Fahrenheit and
humidity greater than 60% present the greatest risk

C. Types of heat-related iliness

1. Heat Stroked The most serious type of exposure illness, usually
due to prolonged exposure to heat, inadequate fluid replacement
and deficient thermoregulatory function. The patient will often
experience inadequate perspiration with body temperatures
reaching over 105 degrees Fahrenheit. The skin is usually hot and
dry. Some level of neurologic dysfunction will be present (altered
LOC, seizures). Cardiovascular collapse is the usual cause of
death

2. Heat Exhaustiond A more moderate form of heat exposure
associated with dehydration combined with overexertion. The skin
is cooler and the core temperature is below 105 degrees
Fahrenheit. The patient may have orthostatic hypotension and may
experience syncope

3. Heat Crampsd The mildest form of heat exposure caused by
dehydration, overexertion and electrolyte abnormalities. The skin is
moist with muscle cramps, usually affecting large muscle groups

D. When altered mental status is present, consider other causes, such as
hypoglycemia, stroke, shock

EMT-B

A. Secure airway and consider cervical spine injury
1. Administer oxygen, maintaining a 95% SpO:2

B. Move patient to cool environment and remove any tight clothing
C.Evaluate patientds gener al appearance, re
important to determine length of exposure, unconsciousness,

drugs/alcohol, possible ingestions

D. Assess vital signs every 15 minutes, including mental status and
temperature
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E. Determine type of exposure:
1. Heat Stroke (hot with insufficient sweating)
a. Patient with altered LOCd transport and:
I Cool with mist or cool wet sheet with fan, air
conditioning and/or open windows
ii. Apply cold packs to axilla, groin and neck, but
avoid shivering
2. Heat Exhaustion (pale, moist, may be orthostatic)
a. Patient alert and oriented, may give fluid orally if there is no
nausea/vomiting
b. Patient with altered LOC, transport and:
I Apply cold packs to axilla, groin and neck, but
avoid shivering
3. Heat Cramps
a. Patient alert and oriented, may give fluid orally if there is no
nausea/vomiting

F. Apply cardiac monitor and run strip for interpretation by qualified
personnel

G. Transport IMMEDIATELY

EMT-I
A. Confer with EMT-Bs and confirm assessment
B. Initiate IV normal saline wide open

C. Treat seizures or altered LOC via appropriate protocol

IPARAMEDIC]

A. Confer with EMTs and confirm assessment

B. During transport
1. Apply cardiac monitor, check rhythm, and treat according to
Arrhythmia protocol as needed
Intubate and oxygenate with 100% Oz2 if indicated
Initiate IV normal saline wide open
Contact Medical Control
Treat seizures or altered LOC via appropriate protocol

abrown
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